MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATHESZ S %et63201 3096
DEPARTMENT OF PUBLIC MEALTH AND WELFARE 318ﬂmw Regisrarion Disis Ko ___100‘3‘_3““"!” Nj;_ 1 ) Y ' “_%,%s%m FILE NUMBER

Registration District No.
I’o%’ﬁ:s\glg AMENDED 11 EQ MHR ;g 8 ;9% ‘;.::ﬂ::‘ ﬁ:—«irwmctﬂa
1. PLACE OF DEATH | ] 2. USUAL “SIDENCithummdgwﬂlf"‘msrm.mon Residence before
VS 300 a. COUNTY a. STATE M_o b. COUN‘I’Y admission) o
Rev. 4/59

b. CITY {If outside corparate limits, give TOWNSHIF only) Length of stay in 1b e. CITY Inside Limits
QR

o ST,10UI5 ;M0 TOWN ST,LOUIS Yes O No [

€. FULL NAME OF {If NOT in hospital, glve locarian) Intide Limits o, STREET teicle, Qi ¥ Resi
FULL NAME O 5] i S (If cutside, give location) etide on Farm

INSTITUTION ST.I0UIS GITY HOSP _#1 YO Ne[] 2010 SO, BROAIMAY YesO Ne )
3. NAME OF DECEASED First Middle T & DATE Month Yeor

{Type or print) OF
CARL CARLSON oeari  FEB,
5. SEX & COLOR OR RACE 7. Martied [J Never Married [] [8. DATE OF BIRTH | 9. AGE (lost birthday) | IF_UNDER 1 YEAR IF UNDER 24 HR

Widowed [ Divarcedyfl | & /15 /01 61 Months | Days Wl—ﬁn__

10a. USUAL OCCUPATION (Give kind of ;vork done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during most of warking life, even if retired)
U.S.A

TE AMENDED

T3a. FATHER 13b. MOTHER'S MAIDEN NAME 1. NAME OF HUSBAND OR WIFE

JOHN ‘ CARCLINE STRQNG
V5. WAS DECEASED EVER TN U.5. ARMED FORCES? T6. SOCIAL SECURITY NO. Address

{Yes, no, wknown)l {If ymive war or dates of servi ST LOUIS 'GITI HOSP. #1.

18. CAUSE OF DEATH (Enter only one cause per line INTERVAL .BETWEEN
PART |. DEATH WAS CAUSED B M / : ONSET-AND DEATH
IMMEDIATE CAUSE {3} Z‘M -

DOCUMENT

Corditions, if any, DUE TO {b) [L-—%M /M

which gave rise to

above cause (a),

stating the. ynder- } 7 A

lying cavse last. DUE TQ (<)

PART Il. OTHER SlGNIFlCANT CONDITIONS CONTEIBIJTING YO DEATH but not related 1o tha terminal PART i1). If decossad was female was

disease condition given in PART | {#) there » pregnancy in last 90 days. .

1D Yes I & No I O Unknown

19. WAS AUTCPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? a O [m]
YES[] NO ﬂ'

F0c. TIME OF  Houl  Month, Day, Yaer |

{NJURY a.m.
p-m.

20d. INJURY OCCUI!I!ED 20s. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK ] farm, factory, sireet, office bidg., etc.)
NOT WHILE AT WORK [J

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

2—16-63 and last saw hun alive on 2-16—63

on the date stated above, and to the best of my knowledge, from the causes stated.

22b. ADDRES : 22c. DATE SIGNED
‘ 3515 waraverTE 2-16-63
Z3a. BURIAL, CREMATION, o . » £ OF CEMETERV OR CREMATORY 23d LOCATION (City, town, ar COU""YJ {State}

N L Epi Anatomical Board St. Louis, Mo. .

2+ FUNERAL DIREIT Manchester Ave, ADDRESS 25. DAJE RECD. B L REG. | 26. REGIIAR'S § d
t. Louis 10, Mo, MAR 21 WEs m 7 D.

. | attended the d d from.

SHQULD READ

TYPEWRITER RIBBON

S-CHEH& BLACK INK

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ' Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embstmer

Licensed Embalmer No.

[N
L

womoemt ) = e P. O. Address
Note: The above MUS‘T‘B_E SIGNED BY THE LICENSED EMBALMER in his OWN 'HANDWRITING, (Failure to comply
with the above constitutes grounds for.revocation of license). i
If embalmed by a STUDENT, he also, shall sign in his OWN handwriting. - -
If this body is not embalmed, fact shouldbe so stated above. + "

RS -
- 3




